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Poor adherence to maintenance medication is one 
of the major problems in the treatment of patients 
diagnosed with psychotic disorders, associated with 
exacerbation of symptoms, relapse and hospitalization. 
Providing financial incentives to motivate patients to 
adhere to their treatment has been previously found 
effective in a range of medical, and some mental 
health, conditions. However, whether or not financial 
incentives can improve adherence to anti-psychotic 
medication in patients with psychotic disorders has not 
been previously adequately assessed. Therefore, the 
aim of FIAT, a NIHR-funded multi-centre randomised 
controlled trial, was to examine the effectiveness and 
cost-effectiveness of financial incentives to improve 
adherence to anti-psychotic maintenance medication 
in patients with severe mental illness. The intervention 
period of the trial lasted for 12 months.

Participants with adherence to prescribed depot 
medication lower than 75% (the initial inclusion 
criterion was adherence as low as 50%, but this 
proved to be very rare) were recruited from community 
mental health teams and assertive outreach teams in 
England and Wales. Teams were randomly allocated to 
either the intervention condition in which participating 
patients received financial incentives of £15 for each 
depot medication taken, or the control condition in 
which patients continued with treatment as usual and 
did not receive anything. The majority of patients in 
both conditions received depot medication twice a 
month. The sum of £15 was carefully chosen not to 
create financial dependency, or interfere with patients’ 
entitlement to benefits (which the majority of patients 
were on). The type, frequency and dose of depot 
medication were unaffected by the intervention. 

The main outcome of the trial was the adherence 
to depot medication. We found that providing financial 
incentives had a significant effect on adherence rates: 

whilst in the control group adherence remained roughly 
the same (baseline adherence 67%, adherence at the 
end of intervention 71%), in the intervention group the 
adherence increased from 69% to 85%, which is by 
more than half of the possible improvement. In addition, 
in the intervention group, 28% of patients achieved 
adherence higher than 95%, in comparison to only 5% 
of patients in the control condition. This is an effect 
greater than any other intervention aimed at adherence 
to treatment improvement, such as compliance therapy, 

family therapy, or psychoeducation, 
has shown so far. 

The study also investigated 
whether improved adherence 
is associated with changes in 
clinical outcomes. The number 
of hospitalizations and untoward 
events were low in both groups 
limiting the power of the study to 
detect any differences. Clinicians’ 
ratings of clinical improvement 
were higher in the intervention 
group, although the effect was not 
statistically significant. Importantly, 
patients in the intervention group 
rated their subjective quality of life 
significantly higher than patients in 
the control group.  One explanation 
is that thanks to the improved 

treatment, patients were able to cope with problems 
better. Alternatively, this could be an effect of the 
financial incentives themselves, where receiving extra 
money does make a difference to patients’ lives. Lastly, 
financial incentives could have also positively impacted 
on patients’ relationship to services, by making patients 
feel rewarded, and more confident.

These possible explanations will be further 
examined by directly asking patients, as well as 
clinicians, about their opinions and experiences with 
the financial incentives in the follow-up stage, which is 
currently underway. During this last stage of the trial, 
we will also examine whether and how adherence and 
other outcomes changed after the financial incentives 
had stopped.

n �Is money for medicine a  
good idea?

Financial incentives to improve adherence  
to antipsychotic maintenance medication



East London NHS Foundation Trust Research & Development Newsletter Winter 20142

Upcoming Events

Research Training Sessions
The Academic Unit at the Newham Centre for Mental Health holds fortnightly training sessions on a variety of topics of interest to those undertaking research in the NHS.  The 
training is held from 11:00-12:00 on a Wednesday in the Lecture Theatre; for more information, contact Husnara Khanom at husnara.khanom@eastlondon.nhs.uk

Date	 Title	 Presented by
4 December	 Systematic Reviews	 Erica Eassom

18 December	 Qualitative Interviewing	 Winnie Chow 

Holiday intermission

15 January	 Interpretative Phenomenological Analysis	 Mathew Colahan

By Dr Kirsten Barnicot,  
Unit for Social and Community Psychiatry

Last year in the R&D newsletter we reported the 
results of the DIALECT randomised controlled trial of 
dialectical behaviour therapy (DBT) versus treatment 
as usual (TAU) for people with personality disorder 
who self-harm. This study took place in the Newham 
DBT service, which offers a 12 month course of 
dialectical behaviour therapy including an hour a week 
of individual therapy and two hours a week of group 
skills training.  This was compared to “treatment 
as usual”, which usually consisted of management 
by a community mental health team or outpatient 
psychiatrist clinic. We reported then that people 
randomly allocated to receive DBT were able to reduce 
or stop self-harming substantially more than people 
randomly allocated to receive TAU. However, that report 
left two important questions unanswered. 

Firstly, severe incidences of self-harm, especially 
suicide attempts, can often result in people going to A&E, 
and from there, spending a while in hospital. It is well-
known that people with borderline personality disorder, 
especially those who frequently self-harm, are particularly 
likely to be hospitalised. In fact, their use of A&E and 
inpatient psychiatric resources can be greater than that of 
people with other personality disorders and greater than 
people with major depressive disorder (Bender et al. 2001, 
Horz et al. 2010). This pattern of frequent hospitalisation is 
not only extremely disruptive and distressing for the people 
concerned, but also expensive for the NHS.  Treatments 
which can reduce hospitalisation are therefore particularly 
needed in this patient group.

In the DIALECT study, 24 of the 80 participants 
had been hospitalised in the year before beginning 
treatment, with the number of inpatient days ranging 
from 0 to 365 (mean 20.5 days). The number of 
hospital days in the year before treatment was not 
significantly different between those allocated to DBT 
and those allocated to TAU. During the intervention 
year, only 2 of the 40 people allocated to DBT were 
hospitalised. This is shown in the graph below. 

Can dialectical behaviour therapy keep 
people out of hospital – and what happens 
when the treatment stops?

n Figure 1: Percentage of patients hospitalised in each condition.

By contrast, 11 of the 40 people allocated to TAU 
were hospitalised. This was a statistically significant 
difference.  This suggests that DBT is effective at 
keeping people out of hospital.

The second question it is important to address 
is what happens when the treatment stops. DBT is 
a very intensive treatment, with 3 hours of therapy 
a week. In addition, people are able to phone their 
therapists at any time for skills coaching if they are 
experiencing a crisis, albeit within certain hours set 
by the therapist. This level of support is rarely offered 
by NHS community mental health services, and once 
treatment ends, DBT participants will usually return to 
the much less intense support offered by outpatient 
psychiatric services.  Furthermore, whilst ending 
therapy can be difficult and challenging for anyone, it is 
known to sometimes be particularly difficult for people 
with borderline personality disorder, evoking feelings 
of rejection and abandonment.  Given the huge loss of 

therapeutic support and the stress of losing the therapy 
relationship, a frequent worry is how people will cope 
once treatment ends and whether progress will be 
lost. With this in mind, we interviewed people who had 
completed the programme 6 months after the end of 
treatment to assess levels of self-harm and inpatient 
service use during that period. We found that, rather 
than worsening, self-harm had continued to decrease 
following treatment, and nobody who had completed 
the programme had any inpatient admissions. 

The findings reported here indicate that DBT 
can be effective treatment for keeping people out of 
hospital, and that its benefits for reducing self-harm 
and reducing inpatient admissions are maintained even 
once the treatment finishes. However, we were not able 
to interview those who had dropped out of DBT without 
finishing the whole programme, and so it is not clear if 
any positive effects of treatment are maintained in this 
group also. 
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Professor of Clinical Psychology, Til Wykes was 
instrumental in establishing the Mental Health Research 
Network (MHRN) now part of the National Institute 
for Health Research (NIHR).  The MHRN is supporting 
approximately 60 NHS trusts with mental health 
research. The MHRN has a team of Clinical Studies 
Officers (CSO) embedded within the NHS trusts to 
support research by, identifying and recruiting suitable 

patient’s and negotiating with NHS trusts on the study 
teams behalf.  The MHRN helps studies to recruit to time 
and target. 

From next April, the MHRN along with all other 
topic-specific research networks (e.g., Cancer Research, 
Primary Care, Dementia, etc.) will be combined into a 
single regional organisation to be known as the Clinical 
Research Network (CRN): North Thames. The brand is 

changing, but the support to mental health research 
will remain. In East London Tara Harvey is the CSO 
supporting mental health research. 

The following studies are actively recruiting in East 
London.; lease feel free to contact Tara (07872 850 393 
or tara.harvey@nhs.net) about any research projects 
mentioned below and please refer any potentially 
suitable candidates for the studies.

Wanted: Research Study Participants  

Identifying the prevalence of 
antibodies to neuronal targets in 
first episode psychosis
Who
Chief Investigator: Dr Belinda Lennox
Local Investigator: Dr Savitha Eranti
Clinical Studies Officer: Tara Harvey 

What
This study aims to understand if some cases 
of psychosis are caused by immune system 
problems in some individual’s. The study is 
requiring patient’s with first episode psychosis 
with less than 6 weeks on antipsychotic 
medication. Therefore patient referrals are 
much appreciated as there is a short time 

frame to catch these patients in. 

Where
Currently working with Newham Early 
Intervention Service (EIS), but hoping 
to also recruit patients from EIS 
services in Tower Hamlets and City 
and Hackney. 

Other Studies recruiting within the 
trust being supported by the MHRN
n DNA variation in adults with learning disabilities 
(LD DNA) – Learning Disability service in City and 
Hackney 

n Positive behaviour Support (PBS) – Learning 
disability service in City and Hackney and Tower 
Hamlets

n Self Harm Intervention: Family Therapy (SHIFT) 
– City and Hackney CAMHS

n Communication approach on quality of life in 
secure mental Health settings (COMQUOL) – the 
John Howards Centre Forensic Unit

n Collaborative Care Planning project (COCAPP) 
– Community Mental Health Teams in Tower 
Hamlets 

n Antipsychotic treatment of very late onset of 
Schizophrenia- like psychosis (ATLAS) – Newham, 
Tower Hamlets, and City and Hackney MHCOP. 

Molecular genetics of Adverse 
Drug Reactions to Clozapine
Who
Chief Investigator: Professor Pirmohammed
Local Investigator: James Innes
Clinical Studies Officer: Tara Harvey 

What
This research project is looking to 
study the adverse drug reactions 
(ADR’s). We are particularly interested 
in the adverse drug reactions of Clozapine, 
specifically Neutropenia and Agranulocytosis. 
This involves collecting DNA from cases with the 
aim of identifying genetic factors predictive of 
development of ADR’s and hence allowing the 
possibility of prevention. 

Where
Currently working with Clozapine clinics 
in Tower Hamlets and Newham and 
soon to be recruiting in City and 
Hackney.

The Trust’s Forensic Psychiatry Research Unit, headed 
by Prof Jeremy W Coid, has identified the importance 
of making a diagnosis as the starting point for any 
structured risk assessment.

There are increasing expectations of public 
protection from violence and Forensic and 
general psychiatrists are required to carry out risk 
assessments.  Healthcare and criminal justice 
professionals can be criticised if they make a wrong 
decision on release or detention of offenders, so the 
accuracy of the risk assessment instruments being 
relied upon most commonly is crucial.

Psychopathy is a rare personality disorder, but has 
a disproportionate impact on violence at a population 
level compared with other mental health disorders.  
With this in mind, Prof Coid and his team tested the 
predictive accuracy of HCR-20, VRAG & OGRS-II on 
predicting future violence among individuals with 
a high, medium or low PCL-R, where 30 or more 
indicates a psychopathic personality.

The accuracy of each instrument was moderate 
to good in individuals with no mental disorder, no 
more than moderate for those with a diagnosis of 

schizophrenia, depression or substance use disorders 
and for those with antisocial and other personality 
disorders their predictive accuracy was poor or no 
better than chance.  None of the instruments was 
better than chance when it came to predicting future 
violence amongst individuals with psychopathy.  Prof 
Coid said “the tools available are no more accurate 
than tossing a coin when it comes to psychopaths.”

Major implications
These findings have major implications for risk 
assessment; they indicate that these risk assessment 
instruments have limited use in environments with 
a high prevalence of severe personality disorders 
such as secure psychiatric hospitals and prisons.  
The study indicates that structured risk assessment 
instruments may be limited to measuring a general 
construct of criminal risk rather than specific 
tendencies to violence as originally intended.

The important message of this study is that 
general and forensic psychiatrists who are requested 
to carry out risk assessments for violence should be 
mindful of the limitations of some risk assessment 

instruments when assessing those with psychopathy/ 
psychopathic traits.

The research does not explain whether the failure 
of these instruments to predict violence is due to 
limitations in their construction, or the unpredictable 
behaviour of those individuals with psychopathy.  
One possibility is that the items included in the 
three instruments demonstrate little variation in 
psychopathic offenders.  Alternatively, the ability 
of individuals with psychopathy to lie convincingly, 
con and manipulate even experienced clinicians 
may mean that accuracy can only be achieved with 
new actuarial tools excluding any items requiring 
subjective clinical judgement.

Whatever the reason for the instruments lack 
of accuracy in predicting future violence amongst 
the groups identified above, this research highlights 
an important need to prioritise the development 
of new assessment tools for these hard to predict 
groups. The most important future question is over 
risk management – i.e. what can be done to prevent 
further violent offending.  This area needs to be 
prioritised for future research. 

Predicting future violence among individuals with psychopathy
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Upcoming Events

Winter Research Seminars in the Unit for Social & Community Psychiatry
The S&CP regularly holds seminars to present to work of its members.  These seminars are free, open to the public and held from 14:00-15:00 in the Lecture Theatre, 
Academic Unit, Newham Centre for Mental Health.  For more information, call Carolanne Ellis on 020 7540 4210.

Date	 Title	 Presented by
2 December	 Institutional care	 Winnie Chow

9 December	 VOLUME- Volunteering in Mental Health Care for People with Psychosis	 Paula Hermann 

16 December	 Recruitment in the EPOS trial	 Husnara Khanom

Holiday intermission

6 January	 Group music therapy for acute adult psychiatric inpatients	 Catherine Carr

13 January	 Carer involvement in the treatment of psychosis	 Erica Eassom

20 January	 Comparing functional and integrated systems of mental health care - a systematic review	 Serif Omer
27 January	 PROMO – Barriers to mental health care for long-term unemployed	 Aleksandra Matanov

By Dr Rafael Alberto González,  
Post-doctoral Research Fellow,  
Forensic Psychiatric Research Unit

ADHD is a mental health syndrome with onset in 
early childhood. In adulthood, the disorder is defined 
by hyperactive, impulsive and inattentive symptoms, 
difficulties with self-regulation and self-control, mood 
instability and general disorganization. It affects 
approximately 3–4% of UK children, and meta-analytic 
studies demonstrate that approximately 15% of cases 
continue to meet the diagnosis at 25 years of age, with 
a further 50% of individuals suffering impairment from 
persistent symptoms. It is one of the most prevalent 
mental health disorders in childhood and in adulthood 
and has a wide-ranging and detrimental impact on the 
wellbeing of individuals who usually suffer clinical and 
psychosocial problems. 

One of the main difficulties from a public health 
perspective is that it is linked with high rates of 
comorbid psychiatric problems; ADHD is an established 
risk factor for additional psychiatric syndromes 
including substance misuse, mood and anxiety 
disorders and personality disorders. More recently, 
it has also been associated with violent criminality, 
including persisting offending, especially among 
sufferers of the disorder that have greater hyperactive 
or impulsive tendencies. Moreover, at least 2 recent 
studies propose pharmacological intervention to reduce 
violence in adult offenders with ADHD.

Violence is increasingly recognized as a major 
public health problem requiring intervention from 
healthcare professionals. 

Because the potential impact on violence from 
neurodevelopmental psychopathology has not been 
systematically studied at the population level, Dr 
Rafael Gonzalez from the Trust’s Forensic Psychiatry 
Research Unit conducted a study published in PLoS 

One (Gonzalez et al. 2013, vol. 8, no 9) to determine 
the extent to which ADHD contributes to violence and 
the implications of further targeted interventions on 
ADHD to reduce violence. The study investigated: (1) 
the prevalence of self-reported violence associated 
with ADHD, its severity, victims and location of violent 
incidents and; (2) and whether the direct associations 
of ADHD with violence were explained by coexisting 
psychopathology, including mood and anxiety disorders, 
substance dependence and antisocial personality.

The study used data from the Adult Psychiatric 
Morbidity Survey (APMS, 2007), representative of the 
household population of England aged 16 and over 
living in private households.  A randomly selected 
sample of 7,369 completed the Adult Self-Report 
Scale for ADHD and the self-reported violence module, 
including: repetition, injury, minor violence, victims and 
location of incidents.

Factors
Of 7,369 respondents, 8.4% reported any violence and 
the prevalence of ADHD was 5.7%. Socio-demographic 
factors of male gender, marital status other than 
married, and lower social class were significantly 
associated with violence risk. 

Dr. Gonzalez found that ADHD was only modestly 
associated with violence in the population. Furthermore, 
the association was only for minor violent incidents 
where no one was injured and the police were not 
involved. After separating ADHD into two continuous 
measures of inattention and hyperactivity based on 
symptom dimensions, inattention demonstrated little 
or no impact on violence. However, hyperactivity 
was independently associated with violent incidents 
resulting in police involvement, with reports of victims 
in close relationships (i.e., domestic violence), and 
violence taking place in the perpetrator’s home, as well 
as in pubs and bars. Hyperactivity, but not inattention, 

was additionally associated with repetition of violent 
incidents.

The study also found a more complex relationship 
between increasing levels of severity of ADHD with 
any and repetitive violence. Unadjusted statistical 
models demonstrated a linear relationship with 
severity of ADHD. Following adjustments for coexisting 
psychopathology, moderate levels of severity still 
demonstrated associations with violence, but at the 
most severe level there were no direct associations. 
This suggests that the association with violence and 
its repetition among participants at the most severe 
level for ADHD was entirely explained by comorbid 
coexisting conditions, including ASPD, alcohol and drug 
dependence, and anxiety disorders, which were highly 
prevalent among participants in this severe group. 
The study concluded that violence towards others 
and its repetition is primarily related to coexisting 
psychopathology and not ADHD. However, because 
comorbidity is highly prevalent among those with 
ADHD, especially severe ADHD, violence should be 
highlighted as a key problem resulting in burden of 
care and high costs.

These findings have two important implications 
for targeted interventions to reduce violence for 
persons with ADHD. Firstly, medication treatment may 
be important if the aim is to reduce minor violence 
experienced by close persons, including intimate 
partners, family, and friends. But it is unlikely to  
reduce the risk of serious violence due to comorbid 
conditions. Nevertheless, the burden of care resulting 
from even minor violence directed towards close 
persons should not be underestimated. Secondly, 
psychological interventions with focus on the 
development of executive, regulatory techniques and 
coping skills may play a critical role in managing 
impulsive behaviour associated with ADHD and its 
common co-occurring disorders.

Do comorbid psychiatric disorders explain associations 
between adult attention-deficit/hyperactivity disorder 
(ADHD) and population violence?
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New Website for HRA  
now live
The new Health Research Authority 
(HRA) website is now live at www.
hra.nhs.uk. It has been structured 
to guide researchers through the 
approvals process, and has been 
developed in conjunction with HRA 
staff, REC members, patients, 
researchers and R&D staff.  The 
HRA are keen to hear your views 
on the new site, which can be 
provided through a short survey - 
https://www.surveymonkey.com/s/
VLF6LHC

RDS London 
successfully awarded 
further five years 
funding
Research Design Service (RDS) 
London has been awarded £5.6m 
from the National Institute for 
Health Research (NIHR) to continue 
hosting RDS London for a further 
five years. The award will continue 
to fund the cost of research advisers 
who provide practical support to 
researchers across London who are 
preparing grant applications.

Since its launch in 2009, 
the service has supported 167 
successful funding applications with 
a total award value in excess of 
£65 million. RDS London will build 
on this success and develop the 
service so that it continues to meet 
the needs of research teams in the 
capital. Part of the new strategic 
plan is to increase outreach by 
expanding the highly successful 
Research Design Clinics. Webcasts 
and a new knowledge hub will be 
new additions to the RDS London 
website (www.rdslondon.co.uk), 
which will increase the accessibility 
of the service.

INVOLVE launches 
invoDIRECT: a new online 
resource for public 
involvement
invoDIRECT is a new online map 
on the INVOLVE website. The map 
displays information on groups and 
organisations that support public 
involvement in NHS, public health 
and social care research.  Visit 
invoDIRECT at www.invo.org.uk/
find-out-more/invodirect to search 
for local, national, and international 
groups and organisations supporting 
public involvement in research. 

Other news

By Catherine Carr,  
NIHR Clinical Doctoral Research 
Fellow

In line with the Trust strategy to promote 
the use of nonverbal therapies in mental 
health care, a body of research is 
developing within the Unit for Social and 
Community Psychiatry with a current 
focus on group interventions of Body 
Oriented Psychotherapy and Music 
Therapy. Commonly known under the 
umbrella of ‘arts therapies’, which also 
include art, dance movement and drama 
therapy, these interventions focus upon 
the use of arts modalities to promote 
nonverbal forms of expression and 
communication. To date, our research has 
focused on evaluating the effectiveness of 
these interventions for specific diagnoses 
in randomised controlled trials and we 
have found positive effects for a range of 
mental health problems, particularly with 
patients who have long-standing problems 
that are difficult to treat. 

Randomised controlled trials are 
invaluable when evaluating whether 
an intervention is really effective in 
addressing a particular problem, but they 
do not tell us how the intervention works, 
and the way the intervention is provided 
in the study can often differ dramatically 
from the reality of providing it in clinical 
practice. This is a particular challenge for 
psychotherapeutic group interventions, 
where a complicated range of processes 
and interactions are happening, often 
shaped not only by the individuals within 
therapy, but also by the context and 
environment they are offered. 

Acute inpatient settings are one 
example of how the environment and 
context can impact upon the way an 
intervention is offered; reasons for 
and purposes of admission are varied, 
patients may be admitted involuntarily, 
and lengths of stay are increasingly short. 
Whilst evidence for music therapy in the 
treatment of serious mental disorders is 
growing and a number of models and 
methods for mental health care exist, 
little attention has been paid to how best 
to provide music therapy specifically to 
address acute inpatient needs. 

An NIHR funded PhD study is looking 
into how best to provide group music 
therapy on acute inpatient wards. The 
first step in this PhD was a systematic 
review of international literature to 

identify common features of how music 
therapy was provided, clinical aims and 
considerations and findings from studies 
conducted within these settings.

The review by Carr et al. published 
in PlosOne found that there is currently 
no single clearly defined model of music 
therapy in acute inpatient care. Practice 
varies widely, influenced by a wide range 
of models, methods and trainings. Despite 
this variation, features of setting-specific 
practice were identified, driven primarily 
by the short lengths of stay, patient 
diversity and institutional structure. Two 
features of music therapy which may be 
of particular importance in acute inpatient 
care are an increased frequency of 
therapy, and the use of active structured 
music making followed by verbal 
reflection. Building on this review, a study 
to develop a model of music therapy for 
acute inpatients is now exploring the role 
of these features and their impact upon 
patient experiences with findings expected 
in early 2014. 

Complexity
The complexity of group 
psychotherapeutic interventions make 
it very difficult to assess whether a 
particular intervention is successful due 
to its unique, or ‘specific’ factors (for 
example, musical improvisation in music 
therapy), or due to factors shared with 
other interventions (‘common’ factors). 
One factor shared across many routine 
therapies in mental health care is the 
group format. There is a large body of 
research into the therapeutic mechanisms 
of group treatment yet the factors 
important to the group experience of 
patients are still poorly understood and 
rarely measured.

A study led by the University of 

Ferrara, Italy, in collaboration with 
the Unit for Social and Community 
Psychiatry has led to the development 
of the Ferrara Group Experiences Scale 
(FE-GES). The FE-GES provides a means 
of assessing patient experiences of 
community mental health groups that 
is also brief enough to use in routine 
clinical evaluation. The scale, published 
in BMC Psychiatry by Caruso et al., 
assesses the extent to which patients 
felt they experienced helpful aspects of 
group relationships, sharing of emotions 
and experience, group learning and 
cognitive improvement. A unique feature 
of this scale is that is also assesses 
difficulties encountered by patients in 
expressing themselves openly.  The scale 
was developed conceptually through 
consultations with patients and multi-
disciplinary professionals, and piloted 
across a range of group modalities. Whilst 
the FE-GES still requires cross-validation 
with other countries, services and 
group treatments, it demonstrates good 
psychometric properties and may be used 
to evaluate not only the extent to which 
particular group factors are operating 
from the patient’s perspective, but also to 
inform clinicians in their clinical decision 
making and practice of the group.

The FE-GES is now being used in both 
the music therapy study and a second PhD 
that is exploring the role of nonverbal group 
processes in clinical outcomes of patients 
with negative symptoms of schizophrenia. 
It is hoped that our research into these 
complex processes and interventions will 
enable us not only to better understand 
how and why nonverbal therapies are 
effective, but to also enable us to refine 
these interventions so that they are 
applicable, relevant and take into account 
the specific features of clinical contexts.

Developing and refining nonverbal group 
therapies for specific clinical contexts
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The Trust’s Forensic Psychiatry Research Unit, headed 
by Prof Coid, has published research (Keers et al, 
Am J Psychiatry) showing that released prisoners 
with schizophrenia are three times more likely to be 
violent than other prisoners, but only if they receive 
no treatment or follow-up support from mental health 
services.

The research team compared the occurrence 
of violence among prisoners with schizophrenia, 
delusional disorder, or drug-induced psychosis, who 
1) did not receive treatment whilst in prison or upon 
release; 2) received treatment only during prison; or 3) 
received treatment during prison and after release.  The 
same research was also carried out among prisoners 
with no psychosis as a baseline.

Prisoners with schizophrenia who remained 
untreated during and after imprisonment were three 
times more likely to be violent following release than 
those who received treatment. Results revealed that 
the cause of this violent behaviour was linked to new 
emergence or re-emergence of delusional beliefs, 
specifically that someone or something was out to 
harm them – a symptom caused by lack of treatment.

Despite psychosis being considered an important 
risk factor for violence, current risk assessment tools 
do not take account of treatment, so miss out what is 
emerging as a vital part of the puzzle. The results of 
this study indicate that the emergence of persecutory 
delusions in untreated schizophrenia explain violent 
behaviour, thereby indicating better screening and 
treatment of prisoners is essential to prevent violence.

The findings of this study are novel and require 
replication in independent samples. However, the 
findings are consistent with studies of treatment 
compliance in psychosis that report non-adherence to 
medication associated with increased risk of violence. 
This also reflects the opinion of most clinicians that 
on-going treatment reduces risk of future violence 

amongst persons with schizophrenia. This also gives 
us clues as to why past investigations into relationship 
between violence and schizophrenia have been 
inconsistent.  Treatment may be the key to elucidating 
what has up to now been a controversial topic.

Misconceptions 
Many misconceptions remain in our society about what 
it means to have a psychotic disorder. Most people with 
schizophrenia are not violent. However, among those 
who have shown severe violent tendencies and have 
been imprisoned as a result, the risk of future violence 
is greatly increased if they are no longer treated after 

they leave prison. For those who 
were not identified as suffering 
from mental illness, and who 
never received any treatment, the 
risks could be even higher, and 
this requires further study.

Despite the high prevalence of 
mental disorders among prisoners, 
treatment is often less available 
in prison than in the outside 
world. A recent study found that 
mental health teams successfully 
identified only 25% of prisoners 
with severe mental illnesses and 
only 13% were accepted onto 
their caseloads. It is estimated 
less than 25% of prisoners who 
screen positive for psychosis 
will subsequently receive an 
appointment with a mental 
health professional after release. 
Unfortunately, many prisoners 
will decide not to comply with 
follow-up after their release, but 
for those who were not identified 

as suffering from schizophrenia and who did not receive 
treatment, the chances of them receiving treatment after 
release are slim. 

It cannot be stressed enough that this is an 
important public health problem. At the moment 
the system is failing high-risk people with psychotic 
disorders and the public by not screening and treating 
people with severe mental disorders well enough, nor 
accurately evaluating risk when they are released from 
prison. Improved screening and initiating treatment 
whilst in prison, and then maintaining treatment 
and follow-up after release, are essential in violence 
prevention. 

Services fail to treat prisoners with schizophrenia

n Prof Frank Röhricht, 
Associate Medical Director for 
Research, Service Development 
and Innovation

A new role was therefore developed in 
order to specifically focus on research 
and innovation across the organisation, to 
support the implementation of research 
findings in clinical practice, to foster 
provision of evidence based services 
and innovation and to identify adequate 
and effective new initiatives for service 
development.   

Research and Innovation has long been 

perceived as only relevant for academic/
university staff but it is a matter that 
should be taken forward by all staff, and in 
particular front line clinicians.

In my new role as Associate Medical 
Director for Research, Service Development 
and Innovation I am very keen to connect 
with all staff across all disciplines and 
I would be very grateful if you could 
complete this short questionnaire. If any 

of the questions is answered with YES, 
please provide more details. I am VERY 
MUCH looking forward to hearing from you 
and sincerely hope you will spend a few 
minutes and send me your thoughts and 
ideas: frank.rohricht@eastlondon.nhs.uk 

All responses will be put forward into 
a strategy document which I am going to 
share with staff at the end of the year. 

Thank you very much!

 1.	� Are you currently involved in research or innovation projects?   
Have you previously been involved in any research or innovation projects? 

 2.	� Do you have any skills and or experiences that you could offer in terms of 
supporting research, service development and innovation?

 3.	� Do you have an area of special interest?  
Would you be interested in joining a SI research group or a local think tank?

 4. 	� Can you think of 1-3 research questions that you regard as relevant  
for clinical practice?

 5.	� What would help you to get involved with research and how do you think we 
can best translate research findings in to everyday practice? 

 6.	� If you could deliver / implement innovative practice in this Trust,  
what would it be?

 7.	� If you would be given one half day a week free to choice your work,  
what would you do?

 8.	� If you could change one thing tomorrow within ELFTs services / practices 
what would it be?

Getting Involved in Research and Innovation
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By Dr Domenico Guacco,  
Research Fellow, Honorary Senior Lecturer, Unit 
for Social and Community Psychiatry

In February 2014, the Unit for Social and Community 
Psychiatry will begin coordinating the project 
“COmparing policy framework, structure, effectiveness 
and cost-effectiveness of Functional and Integrated 
systems of mental health care” (or COFI), a large scale 
study funded by the European Commission that will be 
carried out over four years in five countries including 
the United Kingdom.  The aim of the study is to 
compare two alternative models of mental health care 
organization, i.e. integrated and functional systems. 

Why was this project needed?
Mental disorders are a leading cause of disability 
throughout Europe resulting in high personal and 
societal burden. They cause significant health care 
costs and heavily affect work functioning and the 
quality of life of patients. This burden can be reduced 
by optimizing how services are organized leading to 
greater effectiveness of mental health care.

A number of attempts have been made to improve 
the organization of mental health services, often 
through radical reforms. These reforms are associated 
with far reaching changes for clinical practice and 
consume large amounts of funding. Yet, they have been 
mainly designed on the basis of experts’ opinions. At 
present, the scientific evidence available in this field is 
scarce. 

Mental health care reforms and the related debates 
have focused on one central and controversial issue: 
should mental health care systems be functional or 
integrated? 

What are functional and integrated systems?
The two different types of systems can be summarized as: 

1) Functional systems: care is provided by different 
teams in distinct services, and the transition between 
services is coordinated through a network of regulated 
referrals. 

2) Integrated systems: care is provided and 
coordinated by the same mental health team across 
different services.

In functional systems, patients receive care from 

different specialized mental health teams with each 
service providing a limited number of interventions, 
reflecting the general tendency in medicine towards 
specialization.  Suggested advantages of functional 
systems are an improvement of clinical governance 
and the specialization of clinicians’ skills. Given the 
increase in the evidence base for mental health 
interventions, it is seen as unrealistic for a professional 
to remain fully informed and competent to treat all 
psychiatric disorders; instead, in functional systems, 
professionals specialize in providing treatment for a 
limited number of disorders and/or for specific groups 
of patients.  From the patients’ point of view, functional 
systems could also allow them to have more choice 
about their treatment as they can select the services 
specially designed for their specific mental health 
needs.

In contrast, integrated systems are characterized 
by continuity and coordination of different interventions 
by the same mental health team.  Integrated systems 
have been set up to avoid fragmentation of services, to 
ensure continuity of care and to facilitate coordinated 
support for patients.  For those with complex and 
multiple needs as well as for difficult-to-engage clients, 
the continuity of care and high level of coordination of 
multi-modal interventions across mental health care, 
general health care, and social services that is provided 
by integrated systems may be important.  Integrated 
systems may also facilitate the establishment of a 
stronger and longer lasting therapeutic relationship 
between clinicians and patients; and the impact of 
the quality of therapeutic relationship on outcomes of 
severe mental disorders has been well documented.

In the United Kingdom, the organization of 
mental health care is traditionally based on an 
integrated system. However, in the course of the 
initiative “New ways of working”, led by the Royal 
College of Psychiatrists and the National Institute for 
Mental Health, some mental health Trusts piloted a 
functional model. Therefore in some areas consultant 
psychiatrists are no longer responsible for patients 
across the full range of treatment settings but are only 
working in inpatient or outpatient settings. 

These changes have led to different reactions 
characterized either by enthusiasm or by criticism 
and concerns, but no sound evidence is available on 

how these changes have affected clinical practice and 
patient outcomes.

How COFI will provide this evidence? 
COFI will compare integrated and functional systems 
in order to establish which of them is more effective, 
cost-effective, and guarantees a better experience of 
care to patients. 

The study will involve the assessment of more than 
5000 patients. The comparison between integrated 
and functional systems will consider clinical outcomes 
as well as patients’ quality of life, health and social 
needs, safety, and cost-effectiveness of care. The 
experience of receiving and providing care within the 
two different systems will be explored also via in-depth 
interviews with patients and clinicians.  Each outcome 
will be investigated in different subgroups – defined 
by diagnosis, age, gender, socio-economic and 
migrant status, and presence of physical disorders in 
comorbidity – of patients with different expected needs. 

In each of the five countries in which COFI will 
be carried out (Belgium, Germany, Italy, Poland, and 
the United Kingdom), there are some areas in which 
mental health care is organized in an integrated 
system and others which use a functional system.  This 
is important, as it will enable the study to carry out 
comparisons of the two systems that are not influenced 
by specific national contexts, thus providing results 
that will be both generalizable to other countries while 
identifying the factors that influence quality of care and 
outcomes at national levels.

COFI will provide, for the first time, systematic 
research evidence generated across several European 
countries on how best to organise mental health and 
inform future policies on the organization of services 
in the UK and across Europe.  COFI results will help 
tailor services to the needs of specific populations (e.g. 
older patients, patients with different diagnoses) and 
maximise satisfaction of patients with received care. 

The results will be used to develop guidelines for 
mental health service organization based on findings in 
order to facilitate the translation of research evidence 
into mental health policies and made available through 
scientific papers, popular media, new technologies, 
and workshops involving policymakers, user/carer 
organisations and mental health professionals. 

Comparing Integrated and Functional Systems of  
Mental Health Care in Europe: The COFI Project
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